Two cases of systemic juvenile chronic arthritis, complicated by cardiac tamponade and eight previously reported cases are described. The clinical features and radiological, electrocardiographic, and echocardiographic findings were similar for all cases. One patient in this series was treated with corticosteroids and underwent pericardiectomy, dying of sepsis 30 days after surgery. The other patient was also treated with corticosteroids, underwent pericardiocentesis and developed fatal ventricular tachycardia.
Pericarditis in children with chronic polyarthritis was first described by George Frederick Still in 1897.1 It is one of the extra-articular manifestations of juvenile chronic arthritis and produces very mild or no symptoms which resolve completely in most arthritic patients. [2] [3] [4] [5] The paucity of symptoms makes the clinical diagnosis of pericarditis very difficult; its incidence varies form 3% to 9% among patients with juvenile chronic arthritis.4 '-9 Necropsy studies, however, report a much higher incidence, ranging from 300/o to 50O/o.4 8 1-12 A high incidence of pericarditis in patients with juvenile chronic arthritis is also reported in echocardiographic studies. '3 Bernstein et al reported that its incidence in cases of juvenile chronic arthritis, without any clinical or cardiac evidence of pericarditis was 36%. 3 Cardiac tamponade is a rare complication of pericarditis in arthritic patients and has been reported in only a few cases of adult rheumatoid arthritis.4 8 14 15 Even severe pericarditis in patients with juvenile chronic arthritis does not usually evolve to cardiac tamponade.3 7 [16] [17] [18] [19] [20] Cardiac tamponade in juvenile chronic arthritis was first described by Handforth A 2 year old boy who had had systemic juvenile chronic arthritis for three months presented with a history of febrile episodes (up to 38°C), recurrent maculopapular rash affecting his face, trunk, and abdomen, dyspnoea, tachypnoea, leg oedema, and weight loss for the past three days. His medical history included upper respiratory infections, asthma, and gastroenterocolitis.
On admission the patient was underweight, very pale, and in poor health (height 81 cm; weight 10 kg). Physical examination showed that he had distended jugular veins, hepatosplenomegaly, and leg oedema. His heart rate was 140 beats/minute, respiratory rate 60/minute, blood pressure 90/60 mmHg, and temperature 40°C. Poor peripheral perfusion, maculopapular rash over the abdomen and thighs, and generalised lymphadenopathy were also noted. Vesicular breath sounds were bilaterally reduced, and crepitant rales were heard over lung bases. Heart sounds were also reduced, and an S3 gallop and a parasternal systolic murmur were detected.
Laboratory poor. A macular rash was observed over the trunk and limbs, and generalised lymphadenopathy was also present. Cardiovascular examination showed arrhythmia, dull heart sounds, and a friction rub. Jugular venous distension was prominent. Crepitant rales were heard below the right costal margin. She also had painful hepatomegaly and left knee arthritis.
Laboratory investigations showed a white cell of 23xlO9/l with 87% neutrophils; a haemoglobin concentration of 90 g/l; the erythrocyte sedimentation rate was 50 mm/first hour. Tests for the presence of rheumatoid factor, antinuclear antibodies, CH50, analysis of the urine, and six blood cultures yielded normal or negative results.
An enlarged cardiac silhouette and pulmonary congestion were shown by the x ray pictures taken on admission. An electrocardiogram showed atrioventricular block of first and second degree associated with junctional escapes, as well as ST segment and T wave abnormalities ( fig 4) . The patient was given systemic prednisone (2 mg/kg/day) and salicylates (100 mg/kg/day). showed a total white cell count of 16xlI0/l, with 94% neutrophils. No micro-organisms were found in the fluid. Pericardial biopsy specimens showed a non-specific chronic inflammatory reaction.
While undergoing pericardiocentesis the patient developed ventricular tachycardia and died.
Discussion
Pericarditis is a well known sign of juvenile chronic arthritis,4 5 especially in its systemic form. Although it usually produces few or no symptoms, pericarditis can be complicated by haemopericardium,24 constriction,20 and cardiac tamponade. The latter seems to be rare.2 16 17 21-23 In contrast, this event seems to be more common in adults with classic rheumatoid arthritis.4 18 In our series of 130 children with juvenile chronic arthritis followed up for five years (33% of cases with systemic juvenile chronic arthritis) six had clinical evidence of pericarditis and two had evidence of cardiac tamponade. One of these patients underwent pericardiectomy but died of sepsis. The other patient underwent pericardiocentesis, but developed ventricular tachycardia and died. Ventricular tachycardia as a complication of pericardiocentesis has been already reported.'7 25 The two patients reported here and the six previously reported cases had cardiac tamponade and systemic juvenile chronic arthritis. This is not surprising because pericarditis occurs most commonly in systemic juvenile chronic arthritis. The six girls and two boys with cardiac tamponade previously reported were between 3 and 4 years old; our patients included a boy aged 2 and a girl aged 3 (table) .
The signs and symptoms of our patients at the time of cardiac tamponade are summarised in the table and are consistent with those previously reported. Chest pain is a rare symptom in systemic juvenile chronic arthritis and should alert the physician to the possibility of pericarditis. This symptom was present in one of our patients.
The physical findings were also consistent with those previously reported ( 
